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Background

A number of sexual health messages and education programs for adolescents have been effective

in delaying sexual intercourse and reducing unintended pregnancies and STDs.

However, relatively few studies have examined perceptions of adolescents in terms of their sexual

health needs.

One pitfall of sexual health messages and education programs is they may be “tuned out” by
adolescents if they are perceived as irrelevant, judgmental, or unimportant.

Adolescents’ perspectives about their sexual health needs must be studied and incorporated.

Objectives

Utilizing data from a quantitative survey conducted among inner-city adolescents in Albany, New
York, the objectives are:

(1) to estimate the importance of sexual health as a health topic;

(2) to determine whether sexual behavior is associated with prioritization of sexual health;

(3) to identify predictors of whether an adolescent will prioritize health by sexual activity status.
Specific questions include:

(1) Among adolescents who are sexually active, is prioritization mainly due to increased level of
sexual risk?

(2) Among adolescents who are not sexually active, what predicts prioritization?

Methods

The Albany Youth Health Survey (AYHS) was conducted to assess health needs of inner-city
youth in the small urban setting of Albany, New York.

A total of 432 male and female participants of a summer youth work program were interviewed on
a number of health topics, including socio-demographics, sexual activity, drug and alcohol use,

gang-related and other community violence, domestic and relationship violence, smoking, physical

exercise, nutrition and diet.

After providing basic socio-demographic information but before reporting information about
specific health behaviors, participants were asked to choose the two personally most important
health topics from the following list:

(1) Diabetes/high blood pressure
(2) Drugs/alcohol

(3) Nutrition/exercise

(4) Pregnancy/STDs/HIV

(5) Violence

These categories were chosen based on results from focus groups conducted among a similar
population of Albany youth.

The primary outcome of interest was whether participants chose pregnancy/STIs/HIV (referred to
as ‘sexual health’) as one of the two most important health topics.

Covariates were divided into three categories: (1) socio-demographic factors; (2) socio-
environmental factors; and (3) behavioral factors.
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« Programs and interventions that incorporate teens’ health priorities may be more effective.



